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— The Practice Is the Curriculum   —

Family medicine residency 
training is foundational for 
creating physicians who care 

for communities across multiple set-
tings with the goal of achieving the 
triple aim of improving the patient 
experience and quality care, while 
decreasing costs.1 Research indicates 
that the resident training environ-
ment has a lasting impact on the 
care physicians deliver for at least 
two decades after residency comple-
tion.2 Thus this setting provides an 
opportunity to imprint activities and 
decisions consistent with high-value 
care for the next generation of phy-
sicians. 

Historically, the concept of the 
model family practice formed the 
basis of program requirements to 

augment didactics. This reflected a 
more physician-centered model that 
was typical of the time and persists 
today. Additionally, the require-
ments focused on specific aspects of 
a family physician’s scope of prac-
tice and the specific patient popu-
lations served (eg, maternity care, 
pediatrics). Contrary to this tradi-
tional structure that focuses on de-
constructed elements of our scope 
of practice, with the clinic being a 
supplement to training, we propose 
that the practice environment itself 
is the curriculum to model and teach 
residents how to effectively deliver 
health care, demonstrate excellence, 
and achieve the goals of the triple 
aim.

Simply stated, outstanding medi-
cal education occurs best in an envi-
ronment of outstanding patient care. 
The upcoming Accreditation Coun-
cil for Graduate Medical Education 
(ACGME) review allows for reenvi-
sioning the family medicine residen-
cy education and is an ideal time to 
reexamine Review Committee stan-
dards for clinical sites and ensure 
they meet patients’ and society’s cur-
rent and future needs. This is a move 
beyond just meeting the educational 
needs of residents. While the triple 
aim is the goal, the means to achieve 
this can be found in Starfield’s four 
C’s of primary care: first Contact 
care, Continuity, Comprehensiveness 
and Coordination. Strong evidence 
indicates improved health outcomes 
when greater levels of the four C’s 
are achieved.3,4 Two additional C’s 
impacting health care in the United 
States include Cost and Communi-
ty.5,6 These six C’s are insufficiently 
addressed by the current ACGME 
Review Committee (RC) program 
requirements for family medicine. 
For residency training environment 
to ensure these values are met, the 
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family medicine practice needs new 
metrics.

The ACGME Review Committee 
for family medicine sets forth sever-
al structural, process, and outcomes 
requirements for outpatient train-
ing (Table 1). These requirements 

stipulate that residents have a pa-
tient panel, achieve a minimum vol-
ume of office visits, and experience 
a diversity of clinical conditions and 
patients. However, while these re-
quirements lay a foundation for out-
patient resident practice, they allow 

for interpretation that does not en-
sure a standardized environment 
of excellence during these forma-
tive years. For example, residents 
must have 1,650 continuity visits, 
but there is neither a defined stan-
dard metric for continuity nor an 

Table 1. Current and Proposed ACGME Standards

Domain Section Current ACGME Standard Additional Recommendations

Empanelment  

IV.C.4 Assigned a primary care clinic 

IV.C.4.c) Must have a panel (no size 
specified)

Must provide demographic data on this 
panel

First contact care/access

IV.C.4.a) Must be in clinic a minimum of 
40 weeks out of the year.   Adopt open access scheduling

IV.C.4.a).(1) Must not be away from clinic for 
more than 8 weeks at a time.  Must measure access for each resident

IV.C.4.f)

Residents’ patient encounters 
should include telephone visits, 
e-visits, group visits, and patient-
peer education sessions. 

Must have a defined process for 
evaluating competence and independence 
in virtual care

Rotation demands should not prohibit 
timely response to patients. 

Continuity

IV.C.4.e)

1,650 in-person clinic visits, of 
which: 
165 visits with patients <10 
years of age, and165 visits with 
patients >60 years of age.

A proportion of these visits can be virtual

IV.C.4.c) Must see their panel across a 
spectrum of settings.  Must measure usual-provider continuity. 

IV.C.4.c).(1)
Long-term care experiences 
must occur over a minimum of 
24 months. 

Comprehensiveness

IV.C.4.b) Should have a mix of acute, 
chronic, and wellness visits. 

Must measure and provide feedback on 
referral rate

By PGY-2 year, panel should include 
patients with two or more chronic 
disease states including mental health 
diagnoses.

Residents should have an opportunity 
to be directly involved in the care of 
conditions currently amenable to primary 
care that were previously in the realm of 
specialists such as hepatitis C, HIV, and 
substance use disorder.

VI.A.1.b).(2).(a)
Must receive data on quality 
metrics and benchmarks related 
to their patient populations.

The FMP must have an established 
process for quality improvement.

IV.D.3.b) Must participate in at least one 
quality improvement project.  

Must participate in a quality 
improvement project that is integrated 
into the FMP QI process and addresses 
practice- or community-level metric. 

(Continued on next page)
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established goal. While visit num-
bers are controversial, recommenda-
tions that will meaningfully improve 
the care delivered, and thus the edu-
cational imprinting achieved, should 
be prioritized. 

In this paper, we outline the cur-
rent state of family medicine resi-
dency practices, recent innovative 
work, the timely relevance of the 
six C’s, and recommendations for 
residency clinical site requirements. 
While the objective is to create fam-
ily physicians with maximally ap-
propriate scope of practice across 
multiple settings, this paper focuses 
on care delivery for the family medi-
cine practice population, which often 
accounts for the majority of a prac-
ticing physician’s professional time. 

Current State of 
Residency Practices
Obtaining performance data on the 
triple aim and the six C’s of prima-
ry care is challenging because they 
are not routinely measured. Data 
from  the I3 collaborative,  com-
prised of 10-23 primary care resi-
dency programs across four states, 
suggests wide variability in achiev-
ing the triple aim across residency 

programs.7,8 In a recent unpublished 
survey by the American Board of 
Family Medicine, fewer than half 
of residents knew the size of their 
panel and only half knew anything 
about their panel’s demographics 
or clinical conditions.9 The Clinic 
First initiative conducted site vis-
its at 23 residency clinics, finding 
less than half measured continu-
ity from the patient’s perspective, 
and these rates varied from 21%-
81%.10 Similarly, the Length of Train-
ing Pilot, a case control study of 13 
residency programs extending train-
ing to 4 years, found that defining 
resident continuity was challenging 
and needs special attention.11 Spe-
cialty referral rates, an indirect 
marker of comprehensiveness, also 
vary widely between programs, 7%-
31%.12 Overall, there is not enough 
measurement to know how the ma-
jority of programs are performing, 
and, when areas are measured, there 
is wide variability.

Some lessons can be learned from 
a few programs examining trans-
formative changes in one or more 
of the six C’s.13 The Preparing the 
Personal Physician for Practice 
(P4) project studied new models of 

family medicine education, focus-
ing on the patient-centered medical 
home (PCMH). Fourteen residency 
programs, selected after a nation-
al application process, demonstrat-
ed that it was possible for multiple 
residency programs to actively en-
gage in work to transform the resi-
dent educational experience.14 Early 
work by the I3 collaborative demon-
strated significant improvement in 
congestive heart failure hospitaliza-
tion rates by using the Institution 
for Healthcare Improvement Break-
through Collaborative design.15 How-
ever, later iterations found that gains 
towards the triple aim and value-
based care remain challenged by the 
strain to accomplish success across 
multiple domains simultaneously.16 
Lastly, a Colorado initiative centered 
on transforming 10 residency prac-
tices into PCMHs through coach-
ing and redesign. This work led to 
increased engagement, team-based 
care, and continuity with patients.17 
The number of residency programs 
in these different initiatives was 
small and the programs were likely 
more motivated by virtue of being 
in a collaborative, however, taken to-
gether these studies show a desire 

Domain Section Current ACGME Standard Additional Recommendations

Coordination of care

Residents must participate in a 
formal transitions-of-care process for 
hospitalized patients.

Ability for direct coordination between 
behavioral health provider and 
continuity physician whether in person 
or virtual

Cost IV.B.1.f).(1).(g)

Understanding health care 
finances and its impact on 
individual patients’ health 
decisions.

Residents must have access to basic cost 
of labs and imaging (at least relative 
costs). 

Must provide data on cost per member, 
ordering rates of high-cost imaging for 
panel 

Community VI.A.1.b).(3).
(a).(i)

Activities aimed at reducing 
health care disparities.

FMP must have a way to document 
social determinants of health and have 
community resources available.

Must have patient representation in an 
advisory role

Abbreviations: ACGME, Accreditation Council for Graduate Medical Education; PGY, postgraduate year; FMP, family medical practices; QI, quality 
improvement.

Table 1: Continued
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and need for clinical redesign in resi-
dency practices. 

Recommendations
The recommendations below expand 
the RC requirements to ensure resi-
dents train in family medical prac-
tices (FMPs) designed to achieve 
the triple aim (Table 1). Despite the 
evolving nature of medical practice, 
the four C’s of primary care plus the 
additional two C’s (Cost and Com-
munity) are guiding principles that 
will help practices achieve the triple 
aim. Using the principles of the six 
C’s and the available evidence, we 
recommend the following additional 
standards to create excellent train-
ing practices, and in turn, excellent 
family physicians.

Even before addressing the six C’s, 
empanelment is critical to a FMP 
site. It allows us to assess access and 
enables continuity to be measured. 
Therefore, all patients of a practice 
must be empaneled. Panel sizes for 
residents vary widely across training 
programs.18 Some flexibility is need-
ed in panel sizes based on the num-
ber of clinic sessions by year at each 
program. Increases in panel size can 
result in decreased continuity,19 thus 
panel size should be designed to bal-
ance visit volume, access and con-
tinuity.  

First-Contact Care 
Family physicians play a principal 
role as point of first contact for the 
health system. With more subspe-
cialization by internists and pedia-
tricians, family physicians provide 
much of the primary care in the 
United States.20 Access to primary 
care is associated with lower cost, 
better outcomes, and patient sat-
isfaction,4,21,22 yet there is no RC 
requirement to measure access. 
Studies show that one of the easi-
est and most cost-effective ways to 
improve clinic availability is open-ac-
cess scheduling, which reserves some 
appointments that can only be filled 
on the same day.23 Furthermore, 
technology changes the format in 
which patients access care and phy-
sicians deliver care. For example, the 

COVID-19 pandemic saw marked ac-
celeration in telehealth visits.24 For 
residents to learn the concept of 
first-contact care, FMPs should:
• Measure individual resident ac-

cess resident using a standard 
metric (eg, time to third avail-
able);

• Adopt open-access scheduling; 
and

• Provide virtual (ie, phone or 
video) visits, and have defined 
processes for evaluating virtual 
care competence and indepen-
dence.

Continuity
Greater care continuity is associated 
with improved patient outcomes, pro-
vider and patient satisfaction, and 
reduced health care costs.3,10,25-88 Ef-
forts to ensure timely and conve-
nient access to care may conflict with 
ensuring continuity with specified 
providers or even provider teams. 
Achieving continuity in residency 
clinics faces additional tensions be-
tween assignment to the FMP and 
required/desired specialty rotations 
as well as the need to abide by ACG-
ME work hour limits.11 Despite these 
challenges, continuity during resi-
dency training is essential. 

Given the complexities of care 
and the desire to achieve the triple 
aim, family physicians must pro-
vide continuity within the context 
of a care team. Development of team 
care models improves continuity and 
thus can be a strategy to overcome 
certain challenges.25 A potential risk 
with team care is the dilution of the 
interpersonal physician-patient rela-
tionship which remains a critical ele-
ment in achieving better outcomes.29 
Interpersonal continuity is also as-
sociated with greater self-reported 
physician meaning and joy in work 
reported, thereby supporting the crit-
ical of goal of provider wellness.10,27 

Currently there is no ACGME RC 
requirement to measure continuity 
in residency FMP’s. Trade-offs exist 
between emphasizing provider-ori-
ented versus patient-oriented con-
tinuity and to favor one may hinder 
the other.25 One metric has not been 

shown to lead to superior outcomes 
over another. Therefore, we do not 
recommend the type of continuity 
measurement except that it reflects 
patient care provided by residents. A 
baseline requirement for measure-
ment of one or more types of con-
tinuity in the FMP would compel 
sponsoring institutions and health 
systems to prioritize this metric 
along with more traditional quali-
ty metrics. 

To enhance continuity, all pro-
grams must:
• Facilitate patient access to their 

continuity resident physician 
whether in person, by video, 
phone or email every workday. 
Provisions should be established 
for team coverage when the res-
ident is not available, but rota-
tion demands should not be the 
determining factor.

• Establish an annually report-
ed metric for continuity (either 
patient or resident provider-
based) that reflects the average 
for each resident by year end. 

• Ensure residents are active-
ly engaged in addressing their 
patients’ needs even if working 
within a team-care model. Pa-
tient messages and test results 
should be addressed by the as-
signed resident unless that resi-
dent is on vacation or otherwise 
unavailable. 

Comprehensiveness
Primary care physicians coordinate 
the complex chronic care of patients 
who often have multiple comorbidi-
ties. In a study of 148 primary care 
practices, 45.2% of patients had two 
or more chronic conditions.30 Fur-
thermore, trends in chronic illness 
burden point to the increasing rel-
evance of a comprehensive primary 
care specialty where previously spe-
cialized conditions will necessarily 
become generalized. This transition 
offers a broader role for primary care 
physicians in areas such as mental 
health, obesity, addiction, chronic in-
fections (HIV, hepatitis C), palliative 
care, telehealth, and expanded out-
patient care models (eg, “hospital at 
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home”). Additionally, increasing fam-
ily physician comprehensiveness of 
care is associated with lower average 
payments per patient.31 Conversely, 
a recent graduate survey indicated 
that graduates’ actual practice scope 
was narrower compared with the 
scope they felt prepared to provide.32 
Thus, ensuring residents continue 
to provide a comprehensive scope of 
care will mean balancing training 
opportunities with what is needed 
and should be provided in the com-
munity setting.

Part of comprehensiveness is fo-
cusing on quality of care for both 
prevention and chronic disease. Resi-
dents must not only have access to 
quality data but must also actively 
engage in quality improvement (QI). 
Focusing resident QI work on health 
care system metrics (ie, aligning 
with the clinic’s focus), can improve 
engagement and sustainability.33 It 
would be challenging to set a target 
for individual metrics across all resi-
dency programs that stays relevant 
over time, thus, we recommend using 
externally reported metrics such as 
an Accountable Care Organization 
(ACO). The metrics already being re-
ported should serve as the founda-
tion of QI work. 

To ensure a comprehensive scope 
of care, the FMP must:
• Track practice and individual 

referral rates to subspecialists 
and provide normative data to 
residents and FMP leader-
ship to ensure comprehensive 
care is delivered in the FMP 
rather than referred.

• Maintain resident panels with 
multimorbid conditions such 
that by the second year; each 
resident must have patients on 
their panel with two or more 
chronic diseases.

• Provide opportunity for resi-
dents to be directly involved in 
the care of conditions currently 
amenable to primary care that 
were previously in the special-
ty realm. 

• Provide residents with individu-
al and practice-level data on any 

quality metrics being measured 
in the clinic. 

Coordination of Care
Family physicians need to coordinate 
care for chronic medical conditions. 
This means that they need to have 
communication with the specialists 
taking care of their patients.34 One 
area that has seen advances in care 
coordination is the integration of be-
havioral health, leading to improved 
chronic disease metrics, decreased 
utilization and reduced costs.35 Ad-
ditionally, programs that coordinate 
discharged patients between the in-
patient and outpatient setting have 
demonstrated decreased emergency 
department (ED) visits, hospitaliza-
tions, and total cost of care.36

To train residents in care coordi-
nation, FMPs should:
• Establish defined curriculum 

and training outcomes related 
to coordination with specialists, 
including electronic communi-
cation and/or teleconsultation.

• Have residents develop compe-
tency in formal transitions of 
care process post-discharge from 
the hospital.

• Have integrated behavioral 
health that allows direct coor-
dination between behavioral 
health provider and continuity 
physician whether in person or 
virtual and provides or directly 
coordinates treatment for sub-
stance use disorder.

Cost of Care
A growing obstacle facing health 
care in the United States is the un-
sustainable rising cost of care. The 
United States leads as one of the 
countries with the highest costs in 
health care in the world, spending 
$3.6 trillion per year.37 High-cost 
imaging, and ED and hospital uti-
lization are all driving these costs 
and need to be better managed to 
contain costs. The Choosing Wisely 
Campaign is one example of advanc-
ing the thinking across specialties to 
avoid unnecessary tests, treatments, 
and procedures.38 Given evidence 
that residents will have similar cost 

patterns in their future practice, and 
very few residents receive feedback 
on cost or utilization for their panel, 
it is especially important to ensure 
their training setting provides cost-
conscious care.9,39

Cost of care is impacted by many 
variables including type, location, 
and coordination of services provid-
ed.40 While there is an RC standard 
to provide financial performance to 
residents, the practice management 
metric does not directly address the 
financial burden on the patient. In 
one study, providing imaging utili-
zation data compared to peers there 
was a decrease from a 4.2-fold vari-
ation between the highest and low-
est utilizers before the intervention 
to a 3.3-fold variation afterwards.41 
This suggests providing utilization 
data may help discourage inappro-
priate ordering. Curbing costs may 
be achievable in the future with 
proper modeling of reviewing utili-
zation costs in residency. To promote 
cost-conscious care, the FMP should 
provide: 
• Charge data for common labora-

tory and imaging tests ordered 
at the FMP to residents and 
faculty. At a minimum, relative 
costs should be provided. 

• The average cost per patient for 
a resident’s continuity panel and 
for the practice based on bill-
ing data. This can include costs 
generated in the FMP, plus sys-
tem-generated costs (eg, hospi-
talizations, imaging, referrals).

• Ordering rates of high-cost im-
aging both at the resident and 
practice level.

Community
Current challenges with widening 
gaps of health disparities remain 
rooted in our inability to address 
the underlying driving systems 
at the community level.36,42 Train-
ing in community settings that in-
cludes public and population health 
provides the adaptability required 
to respond to a variety of our pa-
tients’ needs.43 Longitudinal and 
experiential models of training lend 
themselves to greater appreciation 
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for cultural competencies and so-
cial drivers of health, especially in 
underresourced settings and areas 
with significant health care dispar-
ities.44 Patient representation and 
engagement can also directly influ-
ence the practice beyond patient sat-
isfaction scores, to provide a more 
inclusive, person-centered approach 
to the experience of care.45-47 Fam-
ily medicine residency training must 
provide opportunities for residents 
to integrate public and communi-
ty health into the practice.48 Addi-
tionally, there is a recognized need 
to improve the curricula and intro-
duce innovative methods to address 
the social determinants of health.49 
Ultimately, family physician commit-
ment to the societal obligations to 
prevent disease and promote health 
of individual patients and commu-
nities is highlighted in the shift to 
value-based payments to improve 
outcomes.50 To train in community 
focused care, FMPs should:
• Define their community served, 

identify the key attributes of 
that community, and specify how 
it correlates to their practice. 
Recommended considerations 
include race, ethnicity, primary 
languages spoken, social char-
acteristics, as well as identified 
community assessments and 
partnerships.

• Have patient representation 
in an advisory role.51 Options 
include community advisory 
boards with a minimum of 50% 
patient representation or pa-
tient advisory boards or councils.

• Assess and mitigate the im-
pact of social determinants of 
health through use of system 
and community resources. Im-
provement metrics in health dis-
parities should be reported as 
outlined by the ACGME Clini-
cal Learning Environment Re-
view (CLER) process.

Conclusion
Reenvisioning the ACGME stan-
dards to promote excellence in clini-
cal practice refocuses our attention 
to the foundational principles of our 

discipline and centers the practice 
as the curriculum for training. Fam-
ily medicine was built upon the idea 
that we best serve patients through 
our long-term relationships occur-
ring across multiple settings. The 
practices in which we train resi-
dents are the most significant levers 
to impact care delivery and educa-
tion. The better we train residents in 
an environment of coordinated, com-
prehensive, and contiguous person-
centered care, the more effectively 
we will imprint key aspects of care 
delivery toward the triple aim. Fur-
thermore, by adapting our view of 
the practice to proactively address 
population health and value-based 
care through evidence-informed deci-
sion making, we not only benefit cost 
consciousness, but we also improve 
opportunities to engage the local 
communities we serve. In the many 
areas where our data are currently 
limited, we need to evaluate and de-
termine our current state if we are 
to establish best practices. We cannot 
assume we are providing excellent 
care without first measuring and 
evaluating it. Thus, several of our 
recommendations include this as a 
first step. As we strive to ensure our 
specialty retains its reverence and 
relevance, the challenge ahead will 
rely upon our ability to rapidly adapt 
to shifting landscapes, and perhaps 
there is no better place to start but 
within and beyond the walls of our 
residency training practices. 
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